WHILE infective sinusitis in adults, associated, as is usually the case, with symptoms suggestive of a sinus infection, is very commoply suspected and diagnosed, similar conditions arise in children of all ages, but are more likely to remain undiagnosed unless attended with acute or manifest symptoms.
In children between the ages of 5 or 6 and 15 years a nasal sinus infection is more liable to be localized, and occasionally with symptoms such as lead us to suspect nasal sinusitis in adults.
A chronic or recurring nasal catarrh in a child is usually attributed correctly to adenoids or to infected tonsils, and if the symptoms persist after an operation for the removal of tonsils and adenoids, the child is sometimes supposed to have a recurrence of enlarged tonsils and adenoids, and a second and sometimes a third operation is performed.
The symptoms of chronic latent sinusitis are essentially similar to those of infected tonsils and adenoids, viz., a recurrent nasal catarrh, buccal respiration, catarrhal deafness, aprosexia, mental backwardness, and chronic sepsis. In the sphenoidal sinus cases especially other manifestations may arise, such as restriction of visual and colour fields and so forth, but if they are not suspected and sought for these symptoms pass unnoticed;.
More serious results of chronic sinus infection are the results of infecting organisms passing continually on the one hand into the gastrointestinal tract and sometimes infecting the appendix; while, on the other hand, the bronchi and lungs may become involved-bronchitis, pneumonia, and possibly a tuberculous infection being thereby determined.
Diagnosis: A persistent anterior unilateral nasal discharge is highly suggestive of a sinus -infection, provided the presence of a foreign body at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from is eliminated. A posterior rhinoscopic view showing pus or muco-pus in one choana is similarly strong evidence of a nasal sinusitis. It is necessary to make examinations on more than one occasion to eliminate the possibility of an adventitious collection being mistaken for a persistent secretion.
The most useful methods of examination in the writer's experience are: (a) endo-rhinoscopy, and (b) exploration of the sinuses by the suction syringe.
(a) Endo-rhinoscopy in children, from the age of 7 onwards, is often possible with local aniesthesia, but, on the other hand, is often impossible without a general anesthetic. When a definite streak of pus is observed to be coming from the spheno-ethmoidal region or from the middle meatus of one or both sides, the evidence of the corresponding sphenoidal or antral cavities being the source of the purulent discharge it almost conclusive.
(b) Exploration of the maxillary antra or sphenoidal sinuses by -means of the suction syringe is most valuable, but necessitates a general anasthetic in children. If definite pus is sucked into the syringe from a maxillary antrum or a sphenoidal sinus, one has clear proof of the cavity being infected. Unfortunately, the exploration of the sphenoidal sinuses in young children is far less eas.y than the exploration of the maxillary antra and is not so free from risk. Nevertheless, the exploration of the sphenoidal sinuses in children is usually a fairly easy and safe procedure provided one is accustomed to such investigations in the adult.
Example: Miss R. H., aged 11. July, 1917: Was brought on account of recurring colds which persisted, " inability to apply her mind," anmemia, buccal respiration, &c. The child was referred to me as a case of adenoids. Anterior rhinoscopy: No pus, the nasal passages narrow. Posterior rhinoscopy: A small pad of adenoids seen; no pus. Endo-rhinoscopy: Right side clear; left, a definite stream of bubbly muco-pus apparently from the left middle meatus, with some pus in the left middle turbinal. Fauces: A slight enlargement of the left tonsil; some post-palatal muco-pus. After several examinations she was operated on in September, 1917. The sinuses explored: Exploration of the maxillary antra, clear on both sides. Exploration of the sphenoidal sinuses: Right, 3i in. from nose tip to the back wall, washing clear; left sphenoidal sinus at least a drachm of thick yellowish-white pus was sucked out. The sinus measured 3 in. from nose tip to the back wall, which felt boggy. Cultures: From the antra, no pyogenic organism; from the right sphenoidal sinus, occasional staphylococcus; film examination, no polynuclears; from the left sphenoidal sinus, culture Staphylococcus albus and streptococci. Film examination: Polynuclears and phagocytosis of cocci.
Other examples of latent sinusitis in children have been recorded by the writer in the Journal of Laryngology, 1920, xxxv, No. 4 , and the records of several other illustrative cases were read.
DISCUSSION.
Dr. SYME: I do not agree with the description of these cases as latent:
indeed, it would be better if the term were dropped altogether. In the great majority of cases of sinusitis the condition is only apparently latent because sufficient care is not taken in the methods of diagnosis. Not only in children, but also in adults the sinuses should be explored, the antra, for instance, by proof-puncture or by Dr. Watson-Williams's method, on the symptoms alone. If only those cases are explored inwhich on rhinoscopic examination evident signs of sinus disease are found, a large proportion-probably the majority-of cases of sinusitis will be overlooked. I agree with the reader of the paper that sinusitis is much more common in children than is usually supposed. I have notes of about thirty cases of antral disease in children under 12 or 13 years of age on whom operation was carried out%, and on looking over the notes of all my cases of antral disease, I have been struck with the frequency with which it has been found, especially in females, about the age of 16. In those cases the lining has been found at the operation extensively diseased, pointing to long duration of the affection. Sinus disease in children should be taken more seriously, and submitted to operation with less delay, than in adults, because in children it tends to produce atrophic changes-whether true atrophic rhinitis or not, I cannot say-in the dasaf mucosa. I am somewhat sceptical about purulent rhinitis as an entity: at any rate I should only arrive at it as a diagnosis after careful examination had excluded sinusitis or some other cause for the discharge. Neither in children nor in adults do I make use of the intranasal procedure on the antrum: I always perform the complete antral operation, and I thoroughly curette the diseased lining membrane.
Mr. H. LAWSON WHALE: I have often wondered why the terms " latent' and " manifest " have so long survived in the text-books. The only possible clinical classification of sinusitis would be "closed "-which soon becomes a fulminating empyema-and " open."
Mr. H. J. BANKS-DAVIS: I look upon Dr. Watson-Williams's observations as of great importance. Sinus disease is often undetected, as the symptoms complained of often point to nasal catarrh only. A continued post-nasal discharge should always suggest the possibility of sinus disease. In my own clinic all these cases are examined by transillumination as a routine, and it is surprising how frequently a shadow may be observed and the origin of the rhinitis thereby traced to its foundation. I think the operative treatment of sinusitis and its results are not very satisfactory, for even after a well-done operation patients are not free of discharge, and sometimes crusts: patients expect an operation to " cure " them, and they become disappointed at having to continue lavage for a long time afterwards, as many do. I am in the habit of telling them that for mechanical reasons antral cases, unless acute, cannot get well without a suitable operation, which will drain the abscess cavity, but that I can give them no promise as to arrest of secretion unless treatment is continued afterwards by their own selves often for many weeks and even months.
Mr. F. H. WESTMACOTT: After many years' experience at the Manchester Children's Hospital, I have only observed two cases of suppuration of accessory cavities up to 14 years of age. Those were maxillary antral abscesses, and due in each case to a carious non-erupted canine tooth, which was lying horizontally in the abscess sac. Both were boys aged about 12. The accessory cavities in children are small, and the ostia large. If suppuration takes place I believe they are not closed empyemata, and that they go on to spontaneous cure, or are remedied by the nasal douche. In the case of open empyema, it is rarely, if ever, necessary to do more than wash it out with a sterile solution. Transillumination I regard as fallacious in children, on account of the crowding together of the teeth in the maxilla.
Mr. HERBERT TILLEY: I would emphasize the necessity for remembering that the polyarthritis of children may be caused by the absorption of infective material from the nasal accessory sinuses. In children a slight degree of evening pyrexia often accompanied joint inflammation, while in adults the latter are often unaccompanied by pyrexia. This may be ,explained, perhaps, by the more ready absorption which occurs in the softer tissues of childhood. Mr. Banks-Davis's remarks rather favour the view that opacity of an antrum indicates the presence of an empyema, but my experience is that many healthy antra are dark when transilluminated, and the test is only of value in so far as it bears out other objective symptoms. I do not share Mr. Banks-Davis's pessimism as to the incurability of antral empyemata. In many cases in which there is a continuation of purulent discharge or crustformation after the operation, it is because the surgeon removed all, or too much, of the lining mucous membrane of the sinus, so that it is replaced by granulation tissue, and this will secrete some pus, which then dries into crusts. An extensively diseased antral mucous membrane will return to its normal condition if free, spontaneous and permanent drainage be established.
Mr. J. F. O'MALLEY: I quite agree with the author of the paper that sinusitis is more common in children than one has been accustomed to believe.
If he found a case with sepsis in the nose and nasopharynx, such as is present in so many cases of tonsils and adenoids, with ill-developed nasal passages, would he explore the sinus, or would he be content to remove the tonsils and adenoids, and await events ? I can quite understand that whero one finds nasal and post-nasal sepsis, and very little adenoids and ocular disturbances-such as contraction of visual field-it is our obvious duty to. explore the sinuses. Mr. NORMAN PIKE: I am struck with the great depth that Dr. Watson-Williams has gone in some of his sphenoidal sinus cases, in one instance over 4 in. from the anterior nares and that in a young subject, that is over-10 cm. I have always found the distance to vary between 7 and 8 cm. from the anterior nares, this depending on whether the patient is a male or female, I have always thought that this measurement is a constant one, but such variations as those in Dr. Watson-Williams's cases have upset my ideas on the subject.
Dr. IRWIN MOORE: This paper is a most important contribution to our present knowledge on the subject. Suppuration of the nasal accessory sinuses in children, though not so common as in adults, has not received the attention in this country which it deserves. It would appear to be more frequent than is generally supposed, and accounts for many cases of systemic infection which remain undiagnosed, because a sinus infection in children is supposed to be so rare, that it is not commonly suspected or looked for. The importance of thia subject has been shown by many valuable contributions from our confr6res in America. With regard to the question asked by a previous speaker as to the size of the sphenoidal sinus in children at varying periods from birth upwards, there appears to be a considerable diversity of opinion.' I have recorded at a meeting of this section on February 2, 1917,2 a sphenoidal sinus the size of a hazel nut in a child aged six years-from which the pedicle of a large sphenochoanal polypus had originated.
Mr. MARK HOVELL (Chairman): Mr. Tilley has done good by calling attention to arthritic symptoms in connexion with suppuration of the nasal I Postscript.-G. B. Wood (Philadelphia), Trans. Amer. Laryngol. Assoc., 1914, p. 115, states that, from sections of the sphenoid he had made, he had never found the slightest signs of a sphenoidal cavity in children at six months of age; that the sphenoidal sinus can only be recognized as a small indenture at the first year; and that in the majority of cases it is not of sufficient size to be of any importance until the sixth year. Laurent (Brussels), Journ. of Laryngol., Rhinol. and Otol., 1900, xv, p. 207, expresses the opinion that the sphenoidal sinus is the last to develop, following the frontal sinus, which he says develops probably about the second year. Ingersoll (Cleveland, Ohio), Laryngoscope, 1909, xix, p. 902, remarks that it is so rudimentary until the seventh year that the cavityis not apparent. On the other hand Mosher (Boston), Trans. Amer. Laryngol. Assoc., 1914, p. 129, confirms the generally held view that at birth the sphenoidal sinus has a well-formed ostium and a small cavity-the height, length, and width being 4 mm. by 2 mm. by 2 mm.; at 3 years of age there is a sizeable cavity 6 mm. by 6 mm. by 9 mm., and at 7i years it measures 12 mm. by 13 mm. by 9 mm.-i.e., i in. in its chief diameter. Coakley (New York), op. cit., has proved. by autopsy that the size of a sphenoidal sinus in a child of 1J years was that of a hazel nut.
Again, Mosher (op. cit.) has found a sphenoidal sinus of average adult diameter in a boy,. aged 12. accessory cavities, for auto-sepsis resulting from this condition is frequently met with, and not sufficiently recognized as a cause to insure a search being made for its origin. Last January a gentleman who brought his daughter for -deafness said he had pain in the shoulder and asked whom he should consult. When he brought his daughter again two months later he asked me to look at his left nostril which was uncomfortable, and I found there was suppuration in the left maxillary antrum. The pain in the shoulder disappeared on removal of the purulent discharge. In a paper which I read ten years ago when speaking of the connexion which exists between granular pharyngitis and nasopharyngeal catarrh with vaginal discharge, I mentioned a case which occurred in the practice of a man who was aware of this relationship. He saw a patient suffering from nasopharyngeal catarrh, granular pharyngitis, and arthritic knee pains, which had been diagnosed as gouty. On investigating the cause of the vaginal discharge a forgotten pessary was discovered. After the removal of the pessary and vaginal discharge the arthritic pain disappeared, and the throat resumed the normal condition. With regard to Mr. Banks-Davis's remarks about transillumination, I think he places undue importance on this method of examination. I ceased to place reliance on it many years ago, for I found that often a translucent cavity contained pus and a dark cavity was free from discharge. , Dr. WATSON-WILLIAMS (in reply): I am very glad to hear that my thesis and the practical importance of the due recognition of these cases have been *supported so generally. I regret that the limited time makes it impossible for me to reply to all the questions that have been asked. The series of examples of latent sinus infection in children is intended to show that these infections are sometimes the cause of recurrent adenoids and tonsils, in other symptoms indistinguishable from glandular fever, or polyarticular arthritis, headaches, aprosexia-while in others it seemed highly probable that the infection gaining access through the gastro-intestinal tract may cause appendicitis. The term " latent " sinusitis has been criticized but I consider that it is the term most applicable to the cases to which I have referred. "Latent" means hidden, and patients in whom a sinusitis exists but does not declare itself by symptoms accepted as indicating sinusitis may be said to have a hidden or "latent " sinus infection. I differ from Mr. Whale in his use of the terms "open" as applicable to these cases. Many " open " ' sinus " cases are very obviously suffering from sinus suppuration. Moreover, such cases I have described in ,children are sometimes open and at other times closed. Furthermore, I have particularly excluded from my paper those cases which are exhibiting the -usually accepted signs and symptoms of sinusitis, and my intention has been to emphasize the importance of seeking for a sinus infection in young patients who, though infected, afford only symptoms such as we usually attribute to adenoid growths. Such a latent sphenoidal sinus infection may be diagnosed as nasal catarrh and adenoids, and yet when carefully examined may be found to have a canalicular neuritis, and grave visual defects due to a latent sphenoidal sinus infection.
